Objective-To assess the feasibility of carrying out group cognitive and behavioural treatment for hypochondriasis in a general hospital setting.
Introduction
Cognitive educational treatment for hypochondriasis, was first proposed by Barsky and colleagues 2 but patients with hypochondriasis are usually reluctant to accept referral to a psychiatrist because they consider their condition to be due to some undiscovered disease. The concept of stress has become widely known among the general public, and for this reason patients are likely to accept a course of therapy labelled stress management, although they would probably refuse a psychiatric referral. As hypochondriac patients take up a lot of primary carers' and other doctors' time' we decided to test the feasibility of a group cognitive and behavioural therapy programme, described to patients as stress management, in a district general hospital. The programme was conducted in a hospital to emphasise the medical rather than psychiatric milieu.
Hypochondriasis is a learnt behaviour in which the patient focuses unduly on a particular symptom, or set of symptoms, and continued medical investigation serves to reinforce this. Group treatment was carried out to show patients that they were not unique in having this problem and also because it was hoped that patients would help each other become less self centred.
The cognitive and behavioural hypothesis proposes that three mechanisms act in preoccupation with illness. Firstly, increased autonomic arousal occurs, and this is interpreted by the patients that they are unwell. Secondly, the patients focus their attention on some normal variation of physiological function. Patients were assessed with the hospital anxiety and depression scale.6 To determine the amount of medical attention patients received they were asked to state how often they had visited any doctor in the previous month. We also devised a scale to measure the amount of time patients spent thinking about illness. It consisted of a line 10 cm long, at one end of which was written "no time at all" and at the other end "24 hours a day." Patients were asked to place a mark on this line to represent the time spent thinking about illness at the time of the rating. All these ratings were administered three to six months before treatment (baseline measures), just before the first group treatment, after the last treatment, and at six months' follow up. TREATMENT We treated patients weekly for nine sessions, each lasting one and a half hours. The structure of the sessions was as follows.
Session I -We told patients that their treatment would go beyond stress management so that they could understand how the symptoms arose as well as how to cope with stress. Education started with an acknowledgment that the symptoms really existed-and that the treatment aimed to explain them satisfactorily. Patients were helped to distinguish between helpful, relevant information and reassurance with repetitive information. The patients were told that further investigations were not part of this new treatment, and we proposed that they commit themselves to working in the group along these new lines for the nine weeks. We had less difficulty in negotiating this agreement than expected. Patients expressed considerable anger with their doctors for suggesting their symptoms were BMJ VOLUME 303
16 NOVEMBER 1991 "all in the mind," but they recognised the compulsion to visit doctors, which some of them likened to an addiction.
Session 2-The attention focus aspect of hypochondriasis was emphasised. One of us illustrated this by asking the group to focus on their throats, which induced swallowing in most patients and a mild attack of coughing in the group. One patient stated that he had backache in the office but not when he went fishing. The well known hypochondriasis among medical students was illustrated to emphasise how widespread the phenomenon can be. We asked patients to keep a symptom diary, to test further the attention focus theory. Session 3-We taught patients relaxation exercises in the group, and the instructions were tape recorded to enable further practice at home. The symptom diaries were discussed in the group, and patients were additionally asked to record any dysfunctional thought experienced at the time of a symptom.
Session 4-The diaries were reviewed. One patient could see the illogical assumptions another was making but not her own, and in this way group members helped each other. They received reassurance not only from doctors but from home medical encyclopaedias and television programmes. The group were found to be fans of the television soap Casualty, set in an accident and emergency department, and the group were asked to watch and discuss the next episode and to try to identify the reassurance seeking behaviour in each other.
Session 5 -The role of relatives in providing reassurance was discussed. One patient constantly asked her husband about her symptoms, and another asked his wife to sit on his knees to relieve joint pain. We pointed out that this behaviour provided only short term relief and led to an increased need for reassurance in the future. We asked patients what procedures would fully convince them that they were not suffering from the feared illness. Illustrations were given to etiphasise that it is never possible to be certain that illness is not present in the same way that it is never possible to prove that they will not be run over by a bus on the way home. less reassurance from doctors-one patient reported that her general practitioner had telephoned her to inquire why she had not attended. The possibility of positive change despite most patients' negative past experiences was brought out in the group. This irrationality has been expressed by Ellis: "The idea that one's past history is an all-important determiner of one's present behaviour and that because something once strongly affected one's life, it should indefinitely have a similar effect."8 Session 9-Material from previous sessions was dealt with. Some patients developed supportive bonds and these were encouraged, but care was taken to ensure that mutual reassurance about symptoms was prevented. We asked patients to summarise what had been said, to check that they understood the main points in the treatment. The patient with a compulsion to check her temperature reported that she had thrown away her thermometers, but that on one occasion could not resist the urge and had had to go next door and borrow a neighbour's thermometer.
Results
We recruited six patients (three men and three women) to the study aged 35 to 55 (mean 43) years. The duration of symptoms ranged from 28 to seven (mean 12) years. We thought six a suitable number for group treatment, and it took a year to recruit this number. The patients each had a huge folder of case notes, reflecting the burden they had placed on medical services.
The values obtained in the assessments of patients did not change significantly between the baseline and pretreatment measurements. This period ranged from three to six months (table) .
The difference between mean number of visits to the doctor before and after treatment was 2 2 (95% confidence interval 0 36 to 4 0), and the difference between mean time spent thinking about illness was 16-7 (p= 0-14).
For the measurements on the hospital anxiety and depression scale the difference in the median score for anxiety before and after treatment was 1-0, as was the difference in the median depression score (table) . Although these results show a clinically noticeable reduction in psychological symptoms the difference was not significant for the whole group (Wilcoxon's paired test). This is not surprising given the small number of patients.
Follow up data showed that the gains made in treatment were maintained at follow up at six months (table) . None of the patients dropped out from treatment, which in view of the demanding nature of the therapy, is worth emphasising.
Discussion
We used the hospital anxiety and depression scale to
give scores for* depression and anxiety. Ideally, an unbiased sample of all the hostages would have been selected for study.' In this case the suddenness of the release of more than 1000 people, many of whom had lost their homes; their immediate dispersal throughout the United Kingdom and beyond; and the non-existence of an accurate database rendered such sampling impossible. Nevertheless many possible contact addresses were obtained from sources such as the Gulf support groups and personal recommendations.
The retention of hostages in this conflict was unusual for several reasons: large numbers of people, most of whom had perceived no prior risk, were detained without warning; as well as losing their freedom, many were taken to strategic sites apparently as human deterrents against military attack; there was usually no opportunity for a personal relationship between hostage and responsible captor, which is probably essential for the development of the Stockholm syndrome2 (in which some hostages develop a positive or even protective feeling towards their captors); it is very unusual for so many Western citizens to be subjected to the state repression widely reported to occur in Iraq.
Previous studies have examined the psychological conditions of individuals held hostage,2 civilians subjected to normal war trauma,4 and refugees subjected to state organised violence within their own countries. 5 There is now widespread interest in post-traumatic stress disorder67 and there is no doubt that a syndrome of this type follows a wide range of traumatic events.' Post-traumatic stress disorder is known to be associated with increased rates of depression9 '°and alcohol misuse," yet these alone do not account for the severe functional impairment that may accompany it. After the initial event persistent distress may be related to the
